Objective: To examine the prevalence of personality disorders (PDs) and elucidate the importance of PDs, sociodemographics and healthrelated factors for the development of psychiatric symptoms in primiparous women.
Introduction
Mental illness associated with childbirth has attracted considerable attention during the last few decades (Brockington and Kumar, 1982; Bågedahl-Strindlund, 1987; Kumar and Brockington, 1988; Brockington, 1996; Bågedahl-Strindlund and Ruppert, 1998) . Several authors who investigated unselected samples of women (Nilsson and Almgren, 1970; Cox et al., 1982; Kumar and Robson, 1984) have argued that the symptomatology and its correlates are different in pregnancy and post partum. On the other hand, Cooper et al. (Cooper et al., 1988) found no differences in the nature of psychiatric disorders among samples of antenatal and postnatal women in a prospective community-based study. Furthermore, Green and Murray (Green and Murray, 1994) concluded from an overview of the literature that the prevalence of depression in pregnancy are comparable to those found after delivery. Community surveys consistently show that female psychiatric illness predominantly consists in depressive and anxiety states (Dean et al., 1983; Kessler et al., 1994) , which also holds true for childbearing women (Cooper et al., 1988) .
Many studies have been published on different psychosocial, pregnancy-related and obstetrical background factors of importance for the development of mental illness during pregnancy or postpartum (Kendell et al., 1981; Bågedahl-Strindlund, 1986a , 1986b O'Hara and Swain, 1996; Paarlberg et al., 1996) . To our knowledge, however, no study has been undertaken to investigate the prevalence of personality disorders (PDs) in pregnant and newly delivered women; nor has the association between psychiatric symptoms, sociodemographics and personality disorders during and after pregnancy been studied.
Personality disorders occur in 6-14% in community or non-referred samples (Casey and Tyrer, 1986; Zimmerman and Coryell, 1990; Samuels et al., 1994 Samuels et al., , 2002 Ekselius et al., 2001) . Personality disorders are 'pervasive, inflexible, maladaptive' collections of traits that impair individuals and interfere with their ability to function productively (APA, 1994) . PDs are strongly associated with psychiatric disorders such as depression (Casey and Tyrer, 1986; Reich et al., 1987; Zimmerman, 1994) , impaired social functioning (Casey and Tyrer, 1986; Ekselius et al., 1994) and marital difficulties (Reich et al., 1989) . Therefore, it is reasonable to presume that women with PDs find the transition into motherhood, with the changes in life circumstances and responsibilities that follow, more troublesome than women without such disorders.
Owing to the lack of knowledge regarding the importance of PDs in childbearing women, a longitudinal community-based study has been undertaken in order to elucidate the prevalence, expression and significance of PDs in pregnant and newly delivered women. The principal aims of this study were to shed light on the importance of PDs for the long-term development of psychiatric symptoms, birth experiences and adjustment to motherhood. A sample of primiparous women in Stockholm was followed from mid-pregnancy until their children were eighteen months old. The time for inclusion was chosen according to the clinical experience of the second trimester of pregnancy as a somatically and psychologically stable period. The time period marked with tiredness, nausea and early risk for miscarriage has passed and the late pregnancy's somatic strain and eventual worry for the forthcoming childbirth has normally not yet emerged. By restricting the study population to primiparous women we avoided the confounding effects of previous experiences of childbirth and motherhood.
The aims of the present sub-study, which is the first report from the project out-lined above, were to examine the prevalence of personality disorders and to highlight the importance of (1) personality disorders, (2) sociodemographic variables and (3) health-related factors for the development of psychiatric symptoms in primiparous women measured during mid-pregnancy, three months and 18 months following delivery. We further estimated the number of possible psychiatric cases at the three assessments.
The study was approved by the Committee of Ethics of the Karolinska Institutet.
Material and methods

Subjects
The investigation was based on all primiparous Swedishspeaking women (n ¼ 715) attending six antenatal clinics located in the southern part of the county of Stockholm. They were included consecutively in the study from October, 1996 , through July=August, 1998 . However, two antenatal clinics started the inclusion procedure later, one in December, 1996, and another in November, 1997. Thirty-three women (5%) refused to take part in the study and 57 women (8%) were not included due to various administrative problems. Thus, the study sample comprised 625 women. The mean age of the women was 27.2 years (range 16 to 42 years).
Procedure
The midwives at the antenatal clinics briefly informed the women about the project. At the entry to the study (mean gestation: 22 weeks (range 15 to 28 weeks)), one of the researchers (K.B. or S.R.) met the women at the antenatal clinic and more extensive information was given about the purpose of the project. A brief interview was conducted to obtain information regarding previous and current psychiatric=psychological treatment and the antenatal clinic case-notes were scrutinised for sociodemographic and health-related data. After the interview, the women were asked to complete following self-report questionnaires: SCL-90 (Derogatis et al., 1973) , the modified SCID screen questionnaire (Spitzer et al., 1987; Ekselius et al., 1994) and the GAF self-report . For some women (n ¼ 79; 13%) it was not possible to arrange a personal meeting. In these cases, interviews were performed by telephone and the questionnaires distributed by post. Questionnaires were filled in again by the women 3 months (mean 13.5 weeks; range 11-26 weeks) and 18 months (mean 18.2 months; range 17 to 23 months) post partum. The questionnaires were distributed by post.
Loss of data
In addition to the 33 women (5%) who initially refused to take part in the study, five women were excluded as they had a stillbirth. Another 14 women did not return the questionnaires at the three months' follow-up. At the18 months' follow-up, a further 19 and 18 women did not return the SCL-90 form and the SCID screen, respectively. In total, the attrition rate during the project was 6%.
Instruments and definitions
Symptom Checklist-90 (SCL-90): The SCL-90 (Derogatis et al., 1973 ) is a self-report psychiatric 90-item questionnaire. It has a five-point scale; 0 ¼ not at all, 1 ¼ a little bit, 2 ¼ moderately, 3 ¼ quite a bit, 4 ¼ extremely and measures the symptoms during the past week. The checklist covers nine subscales: somatisation, obsessive-compulsive, interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation and psychoticism. It also provides a Global Severity Index (GSI) as an expression of the individuals' global symptom strain. In the latest version of the scale, the SCL-90R (Derogatis, 1992) , two questions are changed when compared with the SCL-90. Two studies comparing the two versions found no significant differences as regards the GSI score (MallingAndersen and Johansson, 1997) or the subscales (Agosti et al., 1993 ).
Psychiatric caseness: There is no generally accepted cut-off for psychiatric caseness by SCL-90. By using GSI cut-off limits of 0.5 or 1.0, it has been shown that individuals with psychiatric diagnoses in out-patient settings can be identified by the SCL-90R with reasonably good sensitivity and specificity (Peveler and Fairburn, 1990; Todd et al., 1997; Schmitz et al., 1999) . In the present study, the cut-off for psychiatric caseness was set to a GSI score of !0.93. This corresponds to 2 SD above the mean (0.31) based on non-patient norms published by Derogatis (Derogatis, 1992) . SCID-screen questionnaire: A modified version of the SCIDscreen questionnaire (Spitzer et al., 1987) available in a Swedish translated version was used. In this modified version items covering criteria for an antisocial personality disorder were added. The modified version includes 124 yes or no questions reflecting 103 corresponding Axis II criteria according to DSM-III-R for the diagnosis of paranoid, schizoid, schizotypal, antisocial, borderline, histrionic, narcissistic, avoidant, dependent, obsessive-compulsive, passive-aggressive and self-defeating personality disorders. The original SCID screen questionnaire is constructed to be overly inclusive. By adjusting the cut-off level by requiring one more criterion for diagnosis for every PD, Ekselius et al. have demonstrated an overall sensitivity of 86.5%, a specificity of 75% and a kappa agreement of 0.78 between clinical SCID interviews and the modified SCID screen questionnaire in a patient sample .
GAF self-report: A modified self-report version (GAF selfreport) of the Global Assessment of Function Scale according to Axis V, DSM-III-R (APA, 1987), was used to provide evidence of subjective distress or significant impairment of social or occupational functioning. This information is necessary to fulfil the DSM criteria for PD. The modified self-report version of GAF consists of the original 1-90 point scale but with fewer defining characteristics than the original one. The questionnaire has been validated against expert ratings (well-trained psychiatrists or therapists) and the correlation was found to be r ¼ 0.62 (P< 0.001) .
Definition of personality disorder:
In the instructions for the person filling in the modified SCID-screen questionnaire, it is stated that the time frame covers the last few years to distinguish state from trait. The criteria for a PD in the present study were chosen as follows: (i) fulfilling the criteria for a PD with the modified SCID screen questionnaire with an adjusted cut-off and (ii) a GAF score of 70.
Background data
Sociodemographic variables: Information including age, marital status (married=cohabiting, single with steady partner and single) and nationality (country of birth) was obtained.
Socio-economic status (SES) was classified according to a system devised by Statistics Sweden (Statistics Sweden, 1995) . However, in our study, the original highly detailed classification was collapsed into four groups including (1) non-manual employees and professionals (2) students on a post-secondary school level, (3) workers and (4) long-term unemployed persons including those involved in educational programmes for adults.
Health-related factors: Data regarding health-related factors such as previous and current psychiatric=psychological treatment, spontaneous=induced abortions, smoking habits and alcohol consumption were also collected.
Statistical methods
Student's t-test was used for comparisons of continuous variables with two groups and analysis of variance (ANOVA) for variables with several groups. For correlations Pearson's correlation analysis or Spearman's correlation test was used. A multiple backward stepwise regression was performed to determine how much of the total variance of the GSI score, as measured during pregnancy, was explained by the independent variables showing significant associations with the GSI score in the bivariate analyses. The independent variables tested for prediction of the GSI score were: age, SES group, nationality, smoking, psychiatric=psychological treatment during childhood, previous and current psychiatric=psychological treatment and having a PD. If a single value of any variable was missing, the case was excluded. In order to study the temporal development of psychiatric symptoms and the associations with the explanatory variables listed above, repeated measurement ANOVA and McNemar's test were performed. The Bonferroni correction for multiple comparisons was applied where appropriate. A probability value of <0.05 was considered statistically significant. The SPSS 10.0 software package for Macintosh was used for the statistical analyses.
Results
Personality disorder, sociodemographic variables and health-related factors in relation to the GSI score
The prevalence rate of PD during pregnancy was 6.4% (40=625). The results of the bivariate analyses are presented in Table 1 . Significant associations were found between GSI score and having a PD, previous and current psychiatric=psychological treatment, SES, nationality and smoking. A negative correlation was found between age and GSI score (r ¼ À0.27, P< 0.01). No association was found between alcohol consumption and GSI score nor did we find a significant association between marital status, abortion and GSI score. Table 2 shows the results of the multiple regression analysis performed with the GSI score measured during pregnancy as the dependent variable. Significant pre- dictors for high GSI score during pregnancy were: having a PD, (t ¼ 10.6, P < 0.001), younger age (t ¼ À4.3, P < 0.001), being a worker (t ¼ 3.1, P ¼ 0.002), longterm unemployment (t ¼ 3.4, P ¼ 0.001), born in a non-European country (t ¼ 2.1, P ¼ 0.035) and previous and current psychiatric=psychological treatment as adult (t ¼ 2.4, P ¼ 0.016 and t ¼ 2.9, P ¼ 0.004, respectively).
Smoking and treatment for mental problems during childhood were not found to be significant predictors for high GSI score during pregnancy when all other factors were controlled for. The seven variables in the final model explained 29% of the variance in the GSI score. Table 3 shows the results of an ANOVA with repeated measurements with respect to the GSI score by time and relevant psychiatric and sociodemographic factors. No significant interaction was found between the time factor (during pregnancy and 3 and 18 months following childbirth) and the different independent variables considered. The strongest factor predicting the GSI score was having a PD (F ¼ 143.2; P < 0.001); see also Fig. 1 . Long-term unemployment was also a strong predictor (F ¼ 21.1; P< 0.001) of a higher GSI score followed by younger age (F ¼ 9.7; P ¼ 0.002) and previous (F ¼ 7.0; P ¼ 0.009) and current (F ¼ 7.3; P ¼ 0.007) treatment for mental problems. Being a worker also tended to predict higher GSI score when all other explanatory factors were controlled for (F ¼ 3.7; P ¼ 0.054).
SCL-90 scores on the different subscales
As can be seen from Table 4 , the mean GSI score varied between the assessment occasions (F ¼ 5.0; P ¼ 0.007). The highest scores were found on the scales measuring somatisation, depression and obsessive-compulsive symptoms. Symptoms of somatisation varied significantly during the observation period with the highest mean score (SD) during pregnancy and the lowest 
Psychiatric caseness: course, association with PD and reported treatment
No significant difference was found regarding the prevalence of psychiatric cases, as defined in this study, during pregnancy and 3 or 18 months following delivery, i.e. 7.5% (47=625) vs. 5.9% (36=606) and 8% (47=587), respectively. The mean GSI scores (SD) in the psychiatric case groups on the three assessment occasions were 1.3 (0.39), 1.2 (0.35) and 1.3 (0.36), respectively. The cases scored highest on the SCL depression subscale on all three assessment occasions (1.8 (0.53), 1.8 (0.59) and 1.9 (0.57), respectively. A highly significant association (rho ¼ 0.36, P < 0.001) was found between caseness in pregnancy and three months post partum: 16 women (34%) among the 47 antepartum cases were also cases three months post partum compared with only 20 (3.5%) of the 578 non-cases during pregnancy. The rate of new cases at the assessments at 3 months and 1.5 years following childbirth was 56% and 51%, respectively.
In all, 40.4% (19=47) of the women defined as psychiatric cases during pregnancy were also diagnosed as having a PD. Twenty-one per cent (10=47) of the women defined as cases during pregnancy were still cases at 18 months following childbirth. Seven of these 10 (70%) cases also fulfilled the criteria for a PD.
In total, 17 (3%) women out of 625 reported that they had received psychiatric=psychological treatment during pregnancy (up to the time of inclusion). Of the women defined as psychiatric cases during pregnancy, 14.8 per cent (7=47) received psychiatric=psychological treatment during pregnancy (up to the time of inclusion).
During the 18 months following childbirth, 6 per cent (35=587) of all women had received psychiatric=psychological treatment: one woman reported inpatient care, five received a combination of pharmacological and verbal therapy while 29 had received verbal therapy only.
Discussion
This population-based study of primiparous women followed during pregnancy and 18 months thereafter has the advantage of a large sample size, a long follow-up period and a low attrition rate. This study is the first one to include PDs according to the DSM system as an explanatory factor in addition to sociodemographic and health-related factors in the mental ill-health of childbearing women.
We used a modified version of ) the SCID-screen questionnaire in combination with the Global Assessment of Functioning Scale (GAF) to measure the prevalence rate of personality disorders in the sample. The use of a self-report questionnaire instead of clinical interviews was justified by being less time-consuming and acceptably valid . To describe psychopathology the SCL-90 (Derogatis et al., 1973) was used. This scale gives measures of global mental strain and certain clusters of symptoms, but does not end up with diagnoses. By using SCL-90 as a measure of psychopathology we had the possibility to study not only the symptom profile and development during the observation period but also to estimate the number of women considered as possible psychiatric cases (Derogatis, 1992) .
In the present study 6.4% of the women suffered from personality disorders. This finding is in agreement with Aalto-Set€ a al€ a a et al. (Aalto-Set€ a al€ a a et al., 2001) , who reported on a prevalence rate of 4.9% in a study of welleducated young urban women in Finland, but lower than in two other Scandinavian epidemiological studies of the general population (Ekselius et al., 2001; Torgersen et al., 2001 ). Ekselius et al. report on a prevalence rate of 12.4% and Torgersen et al. report on a 12.6% of PDs in women in Sweden and Norway, respectively (Ekselius et al., 2001; Torgersen et al., 2001) . A plausible explanation of the lower prevalence rate of PDs in our sample than in the latter two studies might be the characteristics of the sample, i.e. a majority of women living in stable relationships, who all had decided to carry on their pregnancies. These factors indicate a socially more established population than in a randomly drawn sample of women.
In line with our hypothesis, the present study showed a striking significance of PD to predict high GSI score. The women with a PD had a mean GSI score (SD) (0.99 (0.61)) that was above the cut-off for psychiatric caseness. However, during an episode of depression and anxiety, patients tend to describe themselves as having more abnormal personality traits than during periods of remission (Hirschfeld et al., 1983; Reich et al., 1987) , which calls for caution in the interpretation of the present finding.
Our finding of an association between younger age and more psychiatric symptoms is in agreement with studies by Gotlib et al. (Gotlib et al., 1989) and Paarlberg et al. (Paarlberg et al., 1996) but contradictory to a study of Zuckerman et al. (Zuckerman et al., 1989) which showed the opposite. On the other hand Bolton et al. found no association between depressive symptoms and age (Bolton et al., 1998) .
We found a significant difference in the psychiatric symptom load between the different SES groups, with the highest scores in the groups of long-term unemployed persons, including those involved in educational programmes for adults (P < 0.001) and women with occupations requiring shorter periods of education (workers) (P ¼ 0.054). This is in agreement with researchers reporting the higher rates of depression or depressive symptoms during pregnancy in women in lower social classes (Pritchard, 1994) , in women with less education (Green and Murray, 1994; Paarlberg et al., 1996; Bolton et al., 1998) and for unemployed women (Zuckerman et al., 1989; Bolton et al., 1998) . Hobfoll et al. found about twice the rate of depression during pregnancy as well as post partum in their financially impoverished, inner city US sample compared to that found in middle-class samples (Hobfoll et al., 1995) . In a meta-analysis, O'Hara & Swain (O'Hara and Swain, 1996) conclude that low social status shows a small, but significant, predictive relation to postpartum depression. However, other authors have not found any association between low SES and depression postpartum. Martin et al. found an association between low SES and antepartum depression but no association with postpartum depression, implying different aetiology for ante-and postpartum depression. In another Swedish study, no association was found between low SES during pregnancy and postpartum depression (Josefsson et al., 2002) . These contradictive results might be explained by the complexities and varieties of the variables studied.
A limitation of the study is that it only includes Swedish-speaking women and gives no information on mental health of childbearing immigrants who are less integrated in Swedish society. To be of non-European origin was a significant predictor for higher GSI score during pregnancy. This agrees with the findings in a Swedish epidemiological study of depressive mood in pregnant women (Rubertsson and Waldenström, 2003) .
Contrary to several other studies (Cox et al., 1982; Martin et al., 1989; Zuckerman et al., 1989; Hobfoll et al., 1995; Bolton et al., 1998; Johanson et al., 2000) , marital status did not significantly influence the level of psychiatric symptoms in the present study. However, there were few single women in the sample, which resulted in low power to detect differences.
Previous treatment for mental problems was identified as a risk factor for mental illness during and after pregnancy in our study. This finding supports findings in many other studies (Kumar and Robson, 1984; Zuckerman et al., 1989; O'Hara and Swain, 1996; Bernazzani et al., 1997) .
In the bivariate testing, there were two highly significant health-related factors, namely, smoking and treatment for mental problems during childhood, which proved to be non-significant in the further regression. The reason for this is that they share a common variance with the other covariates in the regression model, but this does not imply that they are not important. Two earlier studies (Kumar and Robson, 1984; Pritchard, 1994) have also found smoking to be a predicting factor for psychiatric ill-health during pregnancy. The causality between depression and smoking is difficult to determine. In a recently published study of smoking in women during mid-pregnancy (Zhu and Valbo, 2002) , there were significant associations between depression and former smoking as well as depression and current smoking compared with depression in women who never had been smoking. To be smoking is known to be associated not only with low SES (Kahn et al., 2002; Zhu and Valbo, 2002; Cnattingius, 2004) but also with increased alcohol consumption (Kahn et al., 2002) . However, very few women, n ¼ 6 (1%), admitted alcohol consumption during pregnancy in our study. Smoking (Cnattingius, 2004) and alcohol consumption (Göransson et al., 2003) are known to be under-reported during pregnancy. Smoking as well as alcohol consumption during pregnancy are well-known harmful factors for the foetus (Chiriboga, 2003; Cnattingius, 2004) as well as the woman. Hence, it is important with a thorough anamnesis regarding alcohol consumption and smoking habits and to be aware of the association with depression. Clinical guidance should provide support for smoking cessation and to abstain from alcohol.
The explained variance regarding the GSI score during pregnancy was 29 per cent in the regression model, which is per se a fairly large amount of explained variance. On the other hand, 71 per cent of the variance is explained by other factors than those included in our model, such as unplanned pregnancies and stressful life events (Rubertsson and Waldenström, 2003) .
In the present study, using repeated measurement statistics with respect to the GSI score in relation to the time factor (i.e. the different assessment occasions) and the different explanatory factors considered, no significant interaction could be found between the time factor and the explanatory factors. This finding is in line with a previous study conducted in Stockholm based on an in-patient sample of parapartum mentally ill mothers (Bågedahl-Strindlund, 1986b ).
In accord with several studies (Pitt, 1968; Gotlib et al., 1989; O'Hara et al., 1990; Johanson et al., 2000; Evans et al., 2001; Josefsson et al., 2001 ) based on self-report symptom-rating scales, the present study shows higher scores in pregnancy than postnatally. However, in some other earlier studies (Cox et al., 1982; Kumar and Robson, 1984; Watson et al., 1984) an increase in psychiatric disorders in the postpartum period has been reported. The level of psychiatric symptomatology 18 months following childbirth was higher that at three months post partum.
The number of psychiatric cases turned out, however, to be fairly consistent during the observation periods (7.5% vs. 5.9% and 8%). The rate of psychiatric cases in the second trimester of pregnancy in this study (7.5%) was similar to the rate of 6% reported by Cooper et al. (Cooper et al., 1988) as well as by Watson et al. (Watson et al., 1984) . Kumar & Robson (Kumar and Robson, 1984) reported a somewhat higher point prevalence of 11%. The prevalence of psychiatric cases three months after delivery in our study (5.9%) is close to the 8.7% reported by Cooper et al. (Cooper et al., 1988) , but lower than the rates reported by Kumar & Robson (Kumar and Robson, 1984) and Watson et al. (Watson et al., 1984) , who report 17% and 16%, respectively. It is likely that these inconsistencies are related to differences in methods of assessment and case definition (EberhardGran et al., 2001) . In the present study, a rather conservative case definition was used in order to estimate a valid prevalence of probable psychiatric cases in the sample. This could explain the similarity to Cooper et al. (Cooper et al., 1988) , who used the Present State Examination (Wing et al., 1974) , whereas the other two British studies (Kumar and Robson, 1984; Watson et al., 1984) used the Standardised Psychiatric Interview (SPI) (Goldberg et al., 1970) , which is a less conservative case-finding instrument (Cooper et al., 1988) . No direct comparison with other studies is possible as regards the assessment at 18 months following childbirth. However, in the study by Kumar & Robson (Kumar and Robson, 1984) , it could be noted that the prevalence of neurotic disturbance was similar at one year after childbirth to the assessment at four years.
Women defined as psychiatric cases scored highest on the depression subscale of SCL-90 at all three assessments. This is in accordance with the study of Cooper et al. (Cooper et al., 1988) who found that virtually all symptoms in women defined as psychiatric cases in their puerperal sample were depressive or anxiety, as are the symptoms of caseness in the general population. Wisner et al. (Wisner et al., 1994) found no differences between the symptomatology of affective disorder among childbearing women and non-childbearing women. It can be concluded that the symptomatology of psychiatric illness in childbearing women seems to be similar to that of non-childbearing women. Symptoms of somatisation in our sample varied significantly between the three assessments. The highest mean score was found during pregnancy. However, this subscale reflects distress arising from perceptions of bodily dysfunction (Derogatis et al., 1973) , which is a predominant experience of pregnancy.
In line with several studies (Ancill et al., 1986; Green and Murray, 1994; Johanson et al., 2000) but contrary to others (Nilsson and Almgren, 1970; Kumar and Robson, 1984) , we found a strong association between caseness during pregnancy and three months post partum. Our finding underlines the importance of intensified efforts to identify women with mental problems already during pregnancy in order to provide adequate treatment, which can include pharmacological, psychotherapeutic as well as social interventions.
Approximately 40% of the women defined as psychiatric cases during pregnancy were also diagnosed as having a PD. Twenty-one per cent (n ¼ 10) of the psychiatric cases defined during pregnancy, continued to be 'cases' throughout the observation period and 70% of these cases also fulfilled the criteria for a PD. Having a PD was not only an important predictor for mental illhealth during pregnancy, but also a significant factor for predicting a long-lasting course of the mental problems.
In conclusion, we found personality disorder to be strongly associated with psychiatric symptoms during and after pregnancy. This study also indicates a strong association between long-lasting psychiatric symptoms and personality disorders in childbearing women, a fact already well known in unselected psychiatric samples but not earlier demonstrated in childbearing women. We also found a strong association between caseness during pregnancy and three months post partum. No significant interaction could be found between the time factor and the explanatory factors considered to predict the GSI score. A significant difference was found in the amount of psychiatric symptoms between the different SES groups, with the highest scores in the groups of unemployed persons, including those involved in educational programs for adults and women with occupations requiring shorter periods of education. Younger age and previous treatment for mental problems were identified as risk factors. As no previous study has been published concerning the significance of personality disorders according to the DSM system in samples of childbearing women, the present data must be replicated.
The clinical implication of the findings in the present study is the need for proper history taking during the first visit to the antenatal clinic regarding previous and current mental health problems, smoking and alcohol habits. It is easy to identify many of the significant risk factors for mental health problems in childbearing women. It is important that midwives and obstetricians are aware of the potential negative impact of deviant personality characteristics for psychiatric illness. Regular collaboration with other professionals such as psychiatrists, psychologists and social workers are important in order to offer individualised support and treatment.
